Background: Global views emphasize the need for early; effective intervention against the atherogenic dyslipidemia associated with type 2 diabetes and metabolic syndrome to reduce the risk of premature cardiovascular diseases. Our aim was to determine the clinical practices and compliance among dyslipidemia with type II diabetes and hypertension in multiracial society. Method(s): Study was carried out in out-patient department of General hospital Penang over a period of ten months (Jan -Oct 2008). Study reflects the retrospective data collection covering a period of three years from Jan 2005 -Dec 2007. Universal sampling technique was used to select all the patients' undergone treatment for diabetes type II and dyslipidemia. All the concerned approvals were obtained from Clinical research Committee (CRC). Data was analyzed by using SPSS 15®.
Introduction
Metformin is the only oral antidiabetic agent proven to reduce diabetes-related and total mortality in obese type 2 diabetes [1] . It has now been recommended as an agent of choice in the treatment of type 2 diabetes regardless of obesity [2] . Its predecessor, phenformin, was abandoned due to fatal cases of lactic acidosis. The use of metformin, with adherence to the contraindications and warnings, confirmed its safety in both postmarketing surveillance studies [3, 4] and several clinical studies [5, 6] , where there was no excess risk of lactic acid associated with its use, compared to those not taking any agent. In usual practice, metformin has been widely prescribed for diabetic patients with a known contraindicated condition, but, apparently, no lactic acidosis cases were observed [7, 8] . In fact, metformin use was associated with fewer deaths or hospitalizations in diabetes with heart failure [9, 10] . On the other hand, cases of metformin-associated lactic acidosis continued to be reported sporadically [11] [12] [13] [14] [15] [16] ; concerns over the risk thus remain existence.
Although the causes of increased cardiovascular risks in both type 2 diabetes and metabolic syndrome are multifactorial, an atherogenic lipid profile characterized by elevated triglycerides and low levels of high-density lipoprotein (HDL) cholesterol are few major modifiable factor contributing progressively in cardiovascular risk [17] . Level of low-density lipoprotein (LDL) cholesterol typically is not elevated and in fact may even be below average. Although the size of the LDL particle is lower than average with the depletion of its cholesterol content, dense LDL does not contribute independently to the risk of CVD and is simply a marker for high levels of triglycerides and apolipoprotein B [18] [19] [20] . Thus be notable that the development of insulin resistance, dyslipidemia, and hypertension lead to the onset of overt glycemia and diabetes. During the latent phase before the clinical diagnosis of diabetes usually between 5-10 years, both macrovascular and microvascular complications were developed [21] . As a result, up to 50% of patients already have clinical evidence of macrovascular complications, and about 20% have microvascular complications at the time of diagnosis [22] . These findings emphasize the need for early; effective intervention against the atherogenic dyslipidemia associated with type 2 diabetes and metabolic syndrome to reduce the risk of premature CVD.
This study was aimed to characterize the clinical evidences in the use of hypoglycemic agents with Dyslipidemic drugs, in term to monitor laboratory parameters of Diabetes type II and Dyslipidemia. We assumed that both principal therapies (Metformin & Lovastatin) are significantly improving the core clinical symptoms. Study also intended to identify the best combination of hypoglycemic agents with antihypertensive medication to control hypertension with definitive diabetic control.
Method(s)
A three years retrospective cross-sectional study was planned to achieve the above-mentioned objectives of the study. Study was carried out in out-patient department of General hospital Penang over a period of ten months (Jan -Oct 2008). During the data collection period, study deemed to cover three years cohort analyses which include 2005, 2006, 2007 . Study population was targeted on the basis of type II diabetes with dyslipidemia and hypertension. Then the identified cohort of patients was analyzed against the respective monitoring parameters to identify the compliance and therapeutic effectiveness during a period of 3 years.
We took the continuous form of data for each monitoring parameter and compare and contrast against the mean and standard deviations against the normal range of standard hospital setting. All of the monitoring parameters were divided into two datasets', one includes the baseline reading on the initiation of the therapy and other was the last recorded value with the same therapy. If the therapy was changed from mono to combine therapy then the last lab values will be considered as the baseline value of combined-drug therapy and vice-versa. Patients' medication profile and laboratory tests for glucose and lipids were the prime monitoring parameters in this study. The study is certified with the approval of Clinical Research Committee (CRC) as all the ethical requirements were fulfilled during the study period.
Data obtained were analyzed by using the Statistical Package of Social Sciences (SPSS) version 15®, Chi-square, paired and independent t-tests as well as univariate analysis of variance (ANOVA) have been used to compare results. The level of significance was 0.05 with the confidence interval of 95%. All the results and findings were then illustrated in discussion section. We intend to find out the argument issues in this study to be benefited against the clinical practice.
Result(s)
A total of all only 501 diabetes type 2 patients with dyslipidemia and hypertension were identified in this study by employing universal sampling. The demographic data showed that 55.9% (n = 280) were female patients and 44.1% (n = 221) were male patients. According to racial distribution, Chinese constituted 41.7% of the study population, Malay 34.3% and Indians 24%. The mean age was 62.2 ± 9.2 years. About 56.1% of patients were more and equal than 60 years old range, while 43.9% were in the less or equal range of 59 years. Lifestyle and social habits data demonstrated 86.2% non-smokers, 74.1% with uncontrolled diet and 78.4% on bad exercise. Patients on combination therapy of metformin with other antidiabetic agent were 79%, while 21% were on monotherapy.
Lovastatin was received as monotherapy in 83% of study population, while only 17% were on combination with gemfibrozil. Means of fasting plasma glucose (FPG) and lipid profile were reduced from the initial (2005) to the latest level (2007) significantly (p < 0.001) [23] .
Progressive data analysis showed that 0.89% decrease in mean weight with S.D 13.1 as compared to initial S.D 12.8 over three years of time frame. While in description 35.2% representatives gain weight with majority of males (71.5%), 52.3% with weight loss of 1-3 pounds majority (69.3%) with female respondents and rest 12.4% remains with same weight with mix gender distribution. Fasting plasma glucose as a therapeutic monitoring of antidiabetic drug showed significant (p < 0.001) change of mean S.D value; towards low in the end of cohort as comparison initial base line values, but HbA1c value showed inconsistent results towards high mean S.D value in end of cohort with initial base line data. In contrast to metformin, lovastatin showed vice-versa better understanding against Low-density Lipoprotein and High-density Lipoproteins (table 1) .
Significant ineffective therapeutic outcomes were observed with uncontrolled FBS among combination of other antidiabetic drugs with metformin with p < 0.001 (table 2) . Similarly better therapeutic compliance with monotherapy of Lovastatin was observed against the monitoring parameter of lowering LDL (89.9%) with increasing in HDL (94.7%) levels. While hypertension was significantly (p < 0.001) found among both monotherapy (77.9%) and combination therapy (76.5%) group (table 3) . Finally our findings reflected that both metformin and lovastatin showed less medical complications with combination therapy or substitution with other therapeutic agents (table 4).
Discussion
Patients with diabetes mellitus have a 2-to 4-fold increased risk of cardiovascular, peripheral vascular and cerebrovascular disease, which are the leading causes of morbidity and mortality in this population. Few epidemiological studies have shown an association between diabetic dyslipidemia, which is characterized by hypertriglyceridemia; low levels of high-density lipoprotein cholesterol; postprandial lipemia; and small, dense lowdensity lipoprotein cholesterol (LDL-C) particles -and the occurrence of cardiovascular disease. Metformin with thiazolidinedione/statins can be useful for the treatment of diabetic dyslipidemia [24] .
Metformin works by increasing the number of muscle and adipocyte (fat cell) insulin receptors and the attraction for the receptor. It does not increase insulin secretion, it only increases insulin sensitivity. Therefore, metformin is not associated with causing hypoglycemia. This activity reduces insulin levels by increasing the sensitivity of peripheral tissues to the effects of insulin by rejuvenating the response, and restoring glucose and insulin to younger physiological levels that may cause weight loss and most certainly a decrease in the body's total fat content [24] [25] [26] [27] [28] [29] . The moderate pattern of decrease in HbA 1c during the mid phase of study has been shown to decrease total cholesterol and triglycerides, with significant change has been observed in HDL and LDL cholesterol [30] .
It is often that patients with type II diabetes present with a cluster of cardiovascular risk factors like visceral obesity, hypertension, high triglyceride and low high density lipoprotein (HDL) cholesterol levels, and hypofibrinolysis, all of which form insulin resistance and potentially contribute to increased cardiovascular risk [30] . In the United Kingdom Prospective Diabetes Study, metformin was the only medication that reduced diabetes related deaths, heart attacks and strokes [15] [16] [17] [18] [19] [20] 31, 32] . On the contrary, a few reports have documented a lack of effect of metformin on blood pressure [7] [8] [9] 33] . Our study findings reflects the same identity of increase hypertension among both mono or combine therapy with metformin. So it is reviewed that longterm infusion with apparently nontoxic doses of metformin attenuates hypertension and decreases the hypotensive responses to ganglionic blockade in salt-induced hypertensive response (SHR), suggesting a centrally elicited sympathoinhibitory action [34] . A decrease in plasminogen activator inhibitor was most associated with the body weigh loss in subjects [31, 35] , but in our study no significant decrease in weight is observed whilst a significant pattern of weight gain is found. Probably these results suggested the nonexercise behavior with poor diet. In the observation of daily clinical practice, antidiabetic drug initiation for patients is sometimes delayed due to the potential risk of hypoglycemia, the need to educate patients on the use of antidiabetic drugs, the need to increase glucose control and concern over weight gain [11] .
The multi-preventive effects of metformin on type II diabetes and evolving cardiovascular complications include a decrease in total cholesterol and low density cholesterol (LDL), free fatty acids, tissue plasminogen activator antigen and insulin levels when patients present with symptoms of hypertension, dyslipidemia, visceral obesity or hyperglycemia [31] in contrast to such reviews we find unusual high percentage of hypertension even with or without glycemic control and decrease in LDL and total cholesterol. Probably reason lies in two bare facts; first possibility suggest that due to increase of triglycerides (>2.25 mmol/L) with low LDL and HDL ratio [23] [24] [25] [26] [27] [28] [29] [30] and second possibility is the weight gain with no-exercise behavior and poor diet control [11] [12] [13] 17, 24, [31] [32] [33] [34] .
Long term use of metformin may cause malabsorption of vitamin B12 [21, [25] [26] [27] 31] . Because of the depletion of B12, supplementation is recommended [25] [26] [27] . When a person begins to take metformin, they may experience some nausea and vomiting, stomach pain, bloating and diarrhea [15, 27] . Studies were conducted in the past that describe the pattern of oral antidiabetic and insulin use. These provide data on the level of glucose control achieved with each of these treatments, mono or combined, at different stages of the disease, the development of complications associated with DM2, the duration of therapy for each defined treatment pattern and clinical variables at the time the medication was changed [35] [36] [37] [38] .
Conclusion
Metformin and lovastatin use among patients of type 2 diabetes and dyslipidemia is significantly improved the clinical outcomes. No significant association of metformin or lovastatin is found against the hypertension. Metformin and calcium channel blocker combination therapy was found to be the best choice in the co-treatment of diabetes and hypertension. Hypertension is significantly found in both controlled and normal total cholesterol reading patients. This may reflects the attitude that lowering the FBS and total cholesterol can control hypertension, but for instance the hypertension among such patients have some inevitable cause to control. 
